We report a 51-year-old Japanese man with chronic alcoholism who complained of mental confusion following respiratory and intestinal infections. The splenium of the corpus callosum showed hyperintensity on both diffusion-weighted MR images and fluid-attenuated inversion recovery images and hypointensity on T1-weighted images. These findings were resolved on MR images obtained 3 days later. He showed complete neurological recovery within 2 months. We suspected that he had mild encephalopathy with a reversible splenial lesion after systemic viral or bacterial infection. 
Introduction
The prevalence of acquired lesions of the corpus callosum was estimated to be about 3% in a MR study of 450 patients and the differential diagnosis of corpus callosum abnormalities is considered to be difficult (1) . Splenial lesions in the corpus callosum include Marchiafava-Bignami disease, ischemia, diffuse axonal injury, multiple sclerosis, hydrocephalus, tumors, epilepsy, antiepileptic drugs, hypoglycemia, cerebral malaria and encephalitis/encephalopathy (1-7).
We report a man with chronic alcoholism, who complained of acute confusion following a one-day illness with cough and diarrhea, and showed an isolated reversible splenial lesion of the corpus callosum on MR images.
Case Report
A 51-year-old Japanese man was admitted to our hospital because of high fever (39.8°C) and mental confusion following a one-day illness with cough and diarrhea. He had a long history of alcoholism, drinking over 400 ml of rough distilled spirits (proof 20%) every day. He was confused and disoriented, but there were no signs of meningeal irritation. Oculomotor and cranial nerve functions were normal. Neither ataxia, paresis nor asterixis were observed. Deep tendon reflexes on the extremities were normal, and plantar responses were flexor. Chest X ray disclosed pneumonia in the right lower lung field. Laboratory tests showed elevations of CK, AST, ALT, BUN, CRE and CRP (Table 1) . Serum vitamins were not measured. Mycoplasma pneumoniae antibody and Chlamydia psittaci antibody were negative. Cerebrospinal fluid (CSF) studies were normal. Rapid antigen detection assay from a nasopharyngeal swab did not demonstrate influenza. There were no pathogenic organisms isolated from blood or sputum. Cultures of the stool were not performed. Electroencephalography (EEG) showed slow basic activities with no paroxysmal discharges. Abdominal ultrasonography was normal. MR images on admission ( Fig. 1A -C) demonstrated an isolated small lesion in the splenium of the corpus callosum that was markedly hyperintense on diffusionweighted images (DWI), hyperintense on fluid-attenuated inversion recovery (FLAIR) images and slight hypointense on T1-weighted images (T1WI). A few small areas showing high signals were seen in the cerebral white matter. Steady clinical recovery was noted following treatment with intravenous administration of vitamin B complex and antibiotics. On follow-up MR studies ( Fig. 1D-F ) obtained 3 days after the initial study, resolution of the abnormality without contrast enhancement was noted. Neuropsychological examinations 3 weeks after admission demonstrated mild impairment of memory and cognitive functions but there was no sign of callosal disconnection. His score on the mini-mental state (MMS) was 23/30 points at that time. MMS on day 53 after admission showed a full score.
Discussion
We report a Japanese man with encephalopathy demonstrating an isolated reversible splenial lesion of the corpus callosum on MR images. The splenial lesion resolved rapidly within a few days, and the complete neurological recovery was obtained within 2 months. A history of long-term chronic alcoholism suggested that he had MarchiafavaBignami disease; however, we suspected another disorder due to the existence of systemic infection preceding central nervous system manifestations.
Recently, Tada et al reported 15 patients with clinically mild encephalitis/encephalopathy with reversible lesions in the splenuim of the corpus callosum on MR images (7). They were relatively young (12 patients were below 20 years old), and fever and/or diarrhea preceded manifestations of the central nervous system including impairments of consciousness, seizures and vertigo. In their report, CSF studies demonstrated normal cell counts or pleocytosis with normal glucose and protein levels. EEG showed slow basic activities. The splenial lesions were hyperintense on T2WI and DWI, and isointense to slightly hypointense on T1WI. There was no enhancement of the lesion after gadolinium administration. Resolution of splenial abnormalities was usually noted within one week on follow-up MR studies, and a complete recovery was obtained within one month. The associated pathogens were varied, including O-157 Escherichia coli (8) , measles virus (9), rotavirus (10), Salmonella enteritidis (11), influenza virus (7, 12) , Legionella pneumophila (13), adenovirus, mumps virus, varicella-zoster virus and an unknown pathogen, however the pathogen was not clarified in 10 of 15 patients (7). It is unknown why the splenium is involved as an isolated site. The pathogenesis is speculated to involve pathogens or antibodies induced by them that directly damage axons or the myelin sheath in the splenium of the corpus callosum (7, 8, 10) , and the participation of elevated inflammatory cytokines such as interleukin-6 is also postulated in the pathogenesis (7, 12) . However, these hypotheses remain controversial. Except for the history of longterm chronic alcoholism, the clinical and radiological course of the present case is compatible with that of the syndrome. Although the pathogens causing diarrhea and pneumonia were not clarified, there was a possibility that the pathogenesis of encephalopathy in our case was similar to that in the syndrome.
Similar reversible and isolated symmetrical lesions in the splenium of the corpus callosum, which are hyperintense on DWI and T2WI and hypointense on T1WI, could be seen in diffuse axonal injury (14) , epilepsy or an influence of antiepileptic drugs (4), hypoglycemia (5) and MarchiafavaBignami disease (15) . These diseases are usually differentiated from the encephalitis/encephalopathy reported by Tada et al (7) by their clinical courses and laboratory findings. Minor splenial lesions may be asymptomatic, and MR examinations are not performed routinely in the clinical setting. The incidence of the encephalopathy/encephalitis with reversible splenial lesion after systemic infection might be higher than conceived. It is important for clinicians to note that an isolated reversible splenial lesion is observed in a variety of disorders. 
